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Verification of Continuing Education Attendance 

Name___________________________________________________ Date________________________ 

Workshop/Seminar Title_________________________________________________________________ 

Presenter (if applicable) __________________________________________________________________ 

Location______________________________________________________________________________ 

Hours of Attendance ________________________________________ 

Toni Lobello, ET/P, C-SLDS
Continuing Education Chair 

Association of Educational Therapists     7044 South 13th Street, Oak Creek, WI 53154 

Phone: 414-908-4949 ext 125     Fax: 414-768-8001      www.aetonline.org 

Verification of Continuing Education Attendance 

Name   Date _______________________ 

Workshop/Seminar Title_______________________________________________________________ 

Presenter (if applicable) ________________________________________________________________ 

Location_____________________________________________________________________________ 

Hours of Attendance_____________________________________ 

Deborah Doyle, ET/P, FAET 

Continuing Education Chair 
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